Submitting Paper Claims (CMS 1500)

Providers may continue to submit paper claims to DHMH for claims
processing, but will experience longer processing times. Paper
claims are generally paid within 4-6 weeks. Providers who choose to
submit paper claims must use the CMS-1500 billing form and should
send the forms to:

Department of Health and Mental Hygiene
Office of Systems, Operations, and Pharmacy
Claims Processing Division
P.O. Box 1935
Baltimore, MD 21203

Instructions for Completing the CMS-1500
Waiver for Older Adults providers are required to complete certain blocks on the
CMS-1500 in order to receive payment. Table 1 shows all blocks that must be
completed on the CMS-1500 form to receive payment for waiver services.

Remember:

Always use the CMS-1500.

Use one CMS-1500 form for each waiver participant.

Be sure that the information entered on the form is legible.

Be sure that the information entered is correct, especially when entering
your Provider Number and the recipient’s Medical Assistance ID number.
Enter all information with blue or black ink.

Claims must be submitted within 12 months of the date of service.



TABLE 1: Blocks to Complete on CMS-1500 for Billing Waiver for Older Adults Services

Block # Title of Block Required Entry
Medicare/Medicaid/CHAMPUS/CHAMP | Check the box for Medicaid. Also, check the appropriate
1. VA/Group Health Plan/FECA Black box(es) for any other type(s) of insurance applicable to
Lung/Other this claim.
Enter participant’s last name, first name, and middle
2. Patient's Name initial from the Medicaid Assistance Card (e.g., Doe,
John A).
Enter the participant’s 11-digit Medical Assistance
Other Insured’s Policy or Group ID number as it appears on the Medical Assistance
9a. Number Card. The Medical Assistance ID number MUST appear
[Participant’s Medicaid ID number] here, regardless of whether the participant has other
health insurance.
Insured’s Policy Group of FECA Insert Value “K” of the Maryland Medicaid Billing
1. Number Instructions, in Block 11 of the CMS-1500.
Diagnosis or Nature of lliness or Injury | Participants are diagnosed as Other Specified Housing
21. Relate ltems 1, 2, 3, or 4 to ltem 24.E. ”
éy Line) or Economic Situation; enter code V60800
Enter each separate date of service as a 6-digit numeric
date (e.g. 07 01 07) for month, day, and year under the
24A Date(s) of Service From “From” heading. Leave blank the space under the “To”
' MM DD YY heading. Each date of service must be listed on a
separate line. Ranges of dates are not accepted on this
form.
For each waiver service, enter the appropriate place of
24B. Place of Service service code: 11 for provider's office, 12 for participant’s
residence, 33 for assisted living or 99 for other facility.
24D Procedures, Services, or Supplies In the block for CPT/HCPCS, enter the 5-digit Medicaid
' CPT/HCPCS procedure code for the waiver service (e.g., W0204).
In the block for Diagnosis Pointer, enter the
24E. Diagnosis Pointer corresponding line number from Block 21 (e.g., 1, 2, 3,
or4).
Enter the total charge billed for the procedure code (not
the cost per unit of service). Do not enter the maximum
OUF. $ Charges fee unless that amount is your usual and customary

charge. If there is more than one unit of service on a
line, the charge entered for this block should be the
total for all units on this line.




Enter the number of units of service for each procedure.

24G. Days or Units The number of units must be for a single device, visit, or
job.
Enter the sum of the charges shown on all lines for
28. Total Charge Block 24F.
Enter the date the CMS-1500 was completed or
Sianature of Phvsician or Suoolier submitted. A date must be placed in this field in
olgnat y PP order for the claim to be reimbursed. Signature by
31. including Degree or Credentials o . L
the payee provider’s authorized representative is
[Degree] , . . :
optional. Signature by physician or supplier should
include degree or credentials.
Provider’s Billing Name, Address, Zip Enter the name, street, city, and zip code to which the
33. )
Code, and Phone Number claim may be returned.
. o . Your 9-digit provider number to which payment is
33a. [F;jg;fglsp'\ﬁé‘;‘ff dz;?i‘]fi'ggr NUMDET | 11ade MUST be prefixed with a ‘5’ in order for the
claim to be reimbursed (e.g., 5012345678).
Your 9-digit provider number to which payment is
33b. Provider's Medicaid Provider Number made MUST be prefixed with a ‘1D’ in order for the

claim to be reimbursed (e.g., 1D012345678).




St

S N s WM

1500
HEALTH INSURANCE CLAIM FOR

APPROVED BY NATIONAL UNIFORM C LAIM COMMT TEE 0805

e

DO NOT 1mpnnt, type or wote any mformaton here!!!
Maryland Medicaid uses this area to print the invoice contral

Required field #1: chest
all that apply to clam.

CARRIER—

j number (ICN). This is vital to processing your claim.

FICA rmi

1. MEDICARE MECICAD E CHAEMPYA GROUP OTHER | fa. INEURELC'S 1.0, NUMBER | Far Program in lbam 1)
CHAMFUS HEALTHPLAM ELK LNC!
jguomre{:D;wm 8| |@ponsrssan D Abrbar 08 D«sslu ariD) D D i}
Z PATIENT'S NAME (Last Mame, Finst Mame, Middia intialy i PEI‘I‘EMT'%EIHTH DATE 4, INSURED'S MAME (Last Name, Finst Name, Middk Inflaly
| ]
& PATIENT'S ADD & FATENT HELA‘I‘IDMSHIP TO INELFED 7.INSURED'& ADORESS (No., Streel)
Required field s | spows| | cona[ | omer L] e,
Ty || #2 Pasent's MName STATE | 8 PATENT GTATUS oIy Required field #11: thid z
e ——— party msnrance info. or o
Eingh |:| mml:l Othar D sejection code if third =
ZIF CODE TELEFPHOME (Inchude Arsa Code) —— DF CODE party claim denies enter g
Required field #9a: ParkTime a “E” hese T
( ) rl:‘.w“: el B Sludant N vy o
cipient’s 11-digit number = ik
6 OTHER INGUREL'S NAME (Lasi Mame, Frst barma, Middie Inilal)| 05y pecn RELATED TCr i INMWH =
- a
a. OTHER IN&FEDWE a ENMFLCYMENTT (Curmert of Provious) 1, INSUREL'S DATE OF BIRTH S8EX 1
MM | = " . =
Ol v ] O O
L °'”E|“ '@.‘é’-’:‘“ﬁ,‘?m oLy SEX b ALTO ACCIDENT? PLACE (Skalo) [P EMPLOYER'S NAME OF SEHOOL NAME a
| | | »[1 ] [Jee [ w0 2
¢, EMFLOYER'S NAME OF SCHOOL NAME €, OTHER ACCICENTT  INSURANCE PLAN MAME OR PRCGRAM NAME E
w
O [ :
d [NEURANCE FLAM MAME OR FROZRAM NAME 10d REGERVED FORLOCAL USE d. I8 THERE ANOTHER HEALTH BENEFIT FLANT g
D\'EE D HO It yas, ratum fo and complkds lem O a-d
READ BACK OF FORM BEFORE COMPLETING & SIGMING THIS FORM 14, INSUREL'S OR ALTHORIZED PERSOM 5 SIGNATURE | authorkze
1Z PATIENT'S OR AUTHORZIED PERSCON'S SIGNATURE | aulhonza the reksase of any rmedaal or oher iInformalion naososary pryment of meckcal Benalls b e Urdens igned pgsician or suppler for
Jos process this claim, | akso reaquas! paymenl of goveriment benails alhar ko myssd of o tha pany Whi acospls asskanment wervices descibed below.
bxalonwr .
SIGNED DATE SIGHNED 4
14. DATE OF CLURRENT: ILLMNEES |F'lr!lqmsbwm OR 15, |F PATIENT HAS HAD SAME CR SIMLAR LLNESS. | 16 DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATICN _ y
M I =N INJUAY (hcddert GIVEFIRST DATE MM | ==R I MM DDy i
i PREGHANC Y(LWP) P FROM | || Required field 224G: Enter the
17. NAME OF REFERRING FROVIDER OR OTHER SOURCE 17a. 18, HOEPITALUZATION D  totmlzumber of unies of service for each
| MM B procedure. The maumber of units must be
17b.| A Requi.red Beld \h—t'u: 2 single visit fday or itemys]. !
10, RESERVED FOR LOCAL USE HI: Sarrices == T -
sequisng |
preauthorization — —
B, DIAGNOSG OR NATURE OF ILLMESS CRINJURY (Felata ltame 1,2, 8 or 4 o llem 24E by L) _.l. st be entered __/slm mrs|  Required field 2241;
B Required eld #2L: rieae b j | Albias D Qe 21Dy |
quir # anleass 23 PRIOR AUTHORIZATICHYHUMBER . _ i,
e d.la.gunsjs oot e presenr _—
N 4 | . !
o A DATES) OF SERVICE B. C. | O PROCEDURES, SERVICES, OR SUPPLIES E. F. I].?‘.'S m;n L 4 S
From Ta FLAE OF (Explain Unusual Crcumsiances) DIAGNOSIE F i [} REMCERING
Md DD YY MM DD YY WE| EMG FTHCFCE | MIDIFIER _POINTER §CHARGES l-ljlq'!n ﬂ' QL PROVIDER ID. ¥ E
L | | ,/- : \1 | / 1 """""""""E
' | | Required I L1 | [w o
Required | Required field #24E: — -
. u =
field Z24A: {,-— "\I feld #24D: Enter 2 mmgle R.Equue:l field #24F: Enze: Four e e T
Each date of Requj_[ed Enter the 5~ or combination usual or eustomary chargs:. Do not | WPl m
arvice must be field Z224B: character of diagnoiz enter MDD Medicaid max. fee, only
listed Far each date peoceduce code from hlock #21 | if it is the same as pour fre. e e e e e §
lndividaally az a of service, enter that descriles far E.‘d?'.d“* of | — < 5 5 —-‘/i Lkl =
Gigit umeric 2-digit place of the servioe and l\- zecvice lated. w
daze arTine 2 character l I —————————————————-5
\_\_ L\. modifies f | JI 1 I I 1 I I il
] Zz
requared
| | ) Required field #33: Enter the Required field #28:Enter the L - 3
{ - ! . . billing previders address, city, state total sum of all charges from i —
qummi Beld I | | and zip code. This should be he Elock 24F = - :;&?ufrm &
31 Dase of sdidress where claims can be PRty pavments ;
subraiszion must ‘ | |\~ retumed. —7—|—|—|—|'Z"' ouly! Do not “a
be epteped | | T I enter Medicars
=] Signamue optiomal. A 55N EIN 25 PATENT'S ACCOUNT NC. r ccsn’ A!S.I = 'ra'pil.cuwzs 0. mcu:'yﬁ info here!
\ AL '
3. HGNATURE OF PHYSICIAN SUPPFLIER X SERVICE FACII.IWLCEATIWINFDHM&'I'IDM Naa BII.LINGFHC"\!IDEIMFD&FH ki 1
INCLUMMNG DEGREES OR CREDENTIALS '
{1 carlty that e slatemeris onthe @ \ Required qu‘."m}ﬁﬂ'd FiiEwer e billng
apply b 1his bl and are mads a par feld #33a: :_|.ml’uic( _DCI_thu_-x fallomed by e 9
Enrer hilling digit Mediezid Frovider #
pravider MFIR N e
— re
SIGNED DWTE . - - K

HUCET Instruction Manual available at: www.nusc.org APPROVED OMB-0e33-0999 FORM CMS-1500 (08/05)




